Introduction: A burn can have a significant and long-lasting psychosocial impact on a patient and their family. The National Burn Care Standards (2013) recommend psychosocial support should be available in all UK burn services; however, little is known about how it is provided. The current study aimed to explore experiences of psychosocial specialists working in UK burn care, with a focus on the challenges they experience in their role.
Introduction
Research suggests that the psychosocial impact of a burn may be more difficult to adjust to, and longer-lasting, 1 than the physical consequences [2] [3] [4] [5] such as pain, 6, 7 , itching, 7 scarring 8 and poor physical function. [7] [8] [9] Indeed, depression, 1, 6, 8, [10] [11] [12] anxiety [6] [7] [8] 13 and post-traumatic stress disorder 1, [6] [7] [8] 14 are often experienced by patients, in addition to struggles with social situations, for example with friends, romantic partners or at work. 6, 8, 13, 15 Many also experience appearance concerns 6, 7, 9, 13 which may lead them to avoid activities which draw attention to their scarring (e.g. swimming). 6, 16 Furthermore, evidence suggests that burn patients have a higher incidence of pre-existing mental health difficulties than the general population, which can lead to prolonged hospital stays and more serious psychiatric problems, post injury. 6, 8, 17, 18 The interplay between physical and psychosocial health, which significantly impacts healthrelated outcomes following a burn, 19 makes access to psychosocial support alongside physical care essential. Psychosocial support may be needed in both inpatient and outpatient phases of treatment and, in some cases, for many years following injury. 19 At present, the UK's National Burn Care Standards 20 advise that all burn services should include health professionals who are trained to assess, and provide psychosocial support to, patients and their families. A tiered approach is recommended, 20 ,21 whereby all staff receive a level of psychosocial training. Similarly, the European Burns Association (EBA) Practice Guidelines 22 recommend that psychologists should be present in burn centres every day of the week. Additionally, they stipulate that psychosocial recovery and adjustment should be a key part of standard clinical care. While these guidelines hold promise, the support actually available within individual services is unknown. To date, just three studies have examined the psychosocial support available to patients following a burn injury; 2, 23, 24 each using surveys to examine support available in Europe and the USA.
In the most recent of these studies, Lawrence et al. 2 surveyed 166 health professionals (including surgeons, nurses, psychologists, occupational therapists and physiotherapists) working in hospitals in the UK and USA. The authors examined participants' perceptions of the psychosocial issues patients experience following a burn and the availability of psychological services. Consistent with other research, the findings identified that many patients were thought to encounter psychosocial difficulties following a burn. Interestingly, psychosocial support was found to be more prevalent in burn care services in the UK than the USA and, positively, 91% of UK health professionals surveyed reported having a psychologist within their burn service. However, the level of psychosocial support available varied between UK burn services; although coming to terms with appearance chances as a result of scarring, post-traumatic stress and bereavement. However, although psychosocial support is available, little is known about how it is provided. Therefore, the current study aimed to explore the views of health professionals who provide psychosocial support in UK burn care.
Method:
Telephone interviews were carried out with eight health professionals who provide psychosocial support to patients and families affected by burns. The interviews revealed that the health professionals provide a variety of support to individuals and their families, for a wide range of psychological and social issues.
Results: Analysis identified two key themes: Burn service-related experiences and challenges included health professionals not having enough time to provide support to all patients; patients being unable to attend appointments because they live a large distance from their nearest burn service; patients and families viewing medical appointments as more important than therapy sessions; and difficulties assessing patients with the tools which are currently available. Therapy-related experiences and challenges related to sociocultural and familial factors influencing how patients engage with support, pre-existing mental health difficulties interfering with recovery and a variation in how soon patients feel able to engage with support.
Findings:
The findings provide initial insight into the experiences of psychosocial health professionals in UK burn care and provide directions for future research.
the reasons for this variation remain unclear. Conducting further qualitative research would enable us to gain rich, nuanced data, 25 which may provide a more detailed insight into how support is currently provided within UK burn care services.
In summary, although the importance of access to psychosocial support following a burn injury is widely accepted, the support available seems to vary, and the reasons for this are not well understood. In addition, there has been no qualitative research examining the experiences of health professionals who provide psychosocial support within UK burn care. Having such information may enable us to better understand the challenges of providing psychosocial support to individuals who have sustained a burn injury and give future directions to guide support provision. For this reason, the aim of the current study was to qualitatively explore the experiences of psychosocial specialists working in UK burn services, with a particular focus on their perceptions of challenges or barriers to providing support.
Method

Design
An inductive, qualitative approach was adopted in order to gain an in-depth understanding of a complex and largely understudied area. 26 Individual, semi-structured telephone interviews were carried out with psychosocial specialists working in UK NHS burn care services. Interviewees were asked a series of open-ended questions relating to the support they provide to patients with burn injuries and their families, and the challenges they experience in their role.
Participants
Eight psychosocial specialists (seven women), currently working in UK burn care, took part. The sample consisted of psychotherapists (n = 2) and clinical psychologists (n = 6) from six UK burn services, who worked in adult (n = 1), paediatric (n = 4) or mixed age (n = 3) settings. Two worked full-time and six part-time. Pseudonyms are used throughout the results section to maintain participant anonymity.
Procedure
Ethical approval was granted by the NHS and the authors' university research ethics committee.
Participants were recruited using purposive sampling: emails were sent to members of the British Burn Association (BBA) Psychosocial Special Interest Group (SIG), asking for clinical psychologists, psychotherapists and other psychosocial specialists who were willing to be interviewed about their experiences of providing psychosocial support within UK burn care services.
Interviews were conducted by CG, audiorecorded and transcribed verbatim. The duration of interviews was in the range of 32-55 min. Participants were asked a series of open-ended questions relating to psychosocial assessment, the support that they provide to patients with burn injuries and their families, and the challenges that they experience in their role. Interview questions were informed by previous literature in the area.
Data analysis
Surface level thematic analysis was used to analyse the data, following Braun and Clarke's '6 steps of thematic analysis'. 25 First, the researcher (EG) became familiar with the data by reading the transcripts multiple times. Next, initial datadriven codes were generated throughout the dataset. The codes were then grouped into broader themes, which were reviewed and further refined; creating larger, over-arching themes. These were then finalised and named, before being used to tell a story with the data. 25 The data were also examined by a second researcher (CG) in order to ensure agreement over the themes which emerged. The interviews and analysis were conducted by researchers who had experience of working in this area, and who knew the participants professionally. However, they did not have personal experience of living with a burn injury or of providing psychosocial support to burn patients.
Results and discussion
During the interviews, specialists described the psychosocial support they provided to patients and their families, in relation to many different psychosocial concerns. For burn patients themselves (children, young people and adults), common problems related to anxieties about treatment (e.g. dressing changes, surgery) and concerns about social situations, availability of social support and coming to terms with any changes in their appearance (e.g. scarring, amputation). Interviewees reported providing support for anxiety, depression, post-traumatic stress disorder or trauma symptoms relating to the event which led to their burn injury and, in some cases, bereavement. Most participants explained that children, young people and their parents may have specific concerns about returning to nursery or school and that it is not uncommon for new issues to arise as children go through different developmental stages. Romantic relationships were reported as a concern for young people and adults, with some individuals wanting to conceal their burn scars from existing or potential partners. Interviewees spoke of the importance of providing support to the whole family, especially for parents who may experience significant guilt, or blame the other parent for their child's accident, which may impact seriously on their child's recovery and the parents' relationship.
The interviewees reported using a broad range of approaches to support patients and their families. Cognitive behavioural therapy (CBT) was the most common approach, used by all but one specialist. Eye movement desensitization and reprocessing (EMDR), person-centred therapy, acceptance and commitment therapy (ACT), relaxation, mindfulness, behaviour management, problem-solving and social skills exercises, reassurance, empathy, practical support, peer support and techniques developed by support organisations were also reported.
The analysis identified two key themes which related to service-related experiences and challenges, and therapy-related experiences and challenges. The themes and subthemes are visually presented as a thematic map in Figure 1 .
Burn service-related experiences and challenges
This theme outlined the psychosocial specialists' experiences and the challenges they faced when providing support to burn patients within their service. These were further categorised into four subthemes.
Lack of staff time and resources reduces support available to patients
One major service-related theme, voiced by all participants, was a lack of time and resources, which reduces the number of patients who can access psychosocial support. As a consequence, participants described the likelihood that only those who are presenting severe distress will be referred for specialist psychological support: 'In total, we have 1.1 whole-time equivalent clinical psychology in-put for a service that has over 500 new patients every year, and lots of those young people are followed up for years, so our outpatient caseload of the burns service is massive. So, we can only see those with a more serious identified clinical need' (Olivia). Additionally, this lack of time prevents minor psychological issues being picked up before they become a chronic problem: 'they're always more difficult to help and treat than those where 
carers or staff at the hospital are vigilant and say "Do you know what, this young person is not coping as well as when we last saw them. Let's try and get to the bottom of this"' (Olivia).
These findings are in line with previous research, which has also highlighted that burn services often do not have the capacity to provide psychosocial support to all patients who may benefit from it. [27] [28] [29] [30] [31] For this reason, health professionals who have not received appropriate psychosocial training may be responsible for assessing psychosocial wellbeing in burn patients. 32, 33 Wisely et al. 32 explain that health professionals who are not psychosocial specialists may be unable to detect all patients' needs, leading to only those presenting severe distress being referred for psychosocial support and intervention. Consequently, this can lead to psychosocial difficulties being missed, or only being identified at a later stage as more serious, long-term issues because they were not managed in the early stages.
In order to improve patient screening, the National Burn Care Review 28 highlighted the need for burn-specific patient-reported outcome measures (PROMs) which are sensitive enough to identify burn patients' needs. This may help to minimise reliance on referrals from other members of staff and increase the effectiveness of psychosocial screening. On a different note, burn-related charities (e.g. Katie Piper Foundation, Children's Burns Trust and Dan's Fund for Burns) and burn clubs, which are linked to specific burn services, can also provide social and peer support for individuals and families who are not in need of specialist psychosocial treatment.
Geographical distance affects engagement with burn service
Another prominent physical challenge reported by all the interviewees was the distance many patients travel to receive specialist treatment after leaving hospital. This barrier occurs because 'being a regional burns unit, we cover a really large area' (Rachel), therefore 'if they live far away we might not see them' (Carol) because the distance is too great to travel for outpatient appointments. Furthermore, a number of specialists mentioned that many patients 'don't have their own transport… depend upon public transport' (Stephanie). This may be particularly difficult for patients with physical injuries which significantly affect their mobility and for patients whose altered appearance attracts unwanted attention in public settings.
A small number of specialists expressed difficulties trying to arrange alternative specialist psychosocial support more locally to deal with patients' complex needs: 'there's hardly any services around' (Carol); 'it can be quite specialist therapy and trauma relations therapy' (Rachel). The reason for this barrier may be that, in the UK, much secondary care has been centralised to a smaller number of regional hospitals. While this benefits patients because they receive specialist care and treatment, 34, 35 it also means that many patients live a considerable distance from their nearest burn service 34, 35 or other services that can provide specialist therapy to meet very complex needs. 36 On a more positive note, three participants reported overcoming this barrier, somewhat, by using 'telephone support as well' (Fiona). One specialist suggested that the use of online therapies could also be useful, 'particularly with young people, who're just so used to that kind of way of communicating' (John). While there are currently no burnspecific online psychosocial interventions, web-based support has been developed for adults and young people who are living with an altered appearance more generally. One such intervention, Face It, 37 which uses a combination of CBT and social skills training (approaches that were identified by the interviewees in this study) has been shown to reduce appearance concerns, anxiety and depression, and improve quality of life six months post intervention compared to a control group. 38 Such online interventions may be accessible, acceptable and comfortable for burn patients who cannot access face-to-face support or do not feel sufficiently confident to seek it. However, it is important to consider that individuals with low socioeconomic status, who are often most in need of psychosocial support, may be unable to access online resources. Future research should consider whether there is a need for burn-specific online psychosocial support and whether this is a medium which burn patients would be able to access and engage with.
Less priority given to psychosocial support and therapy
Many participants described a belief that patients and other health professionals prioritise attending medical appointments above psychosocial and therapy sessions, which may provide another explanation for non-attendance. One interviewee explained 'they have so many appointments to attend at the hospital sometimes they view the psychology appointment as a low priority' (Lily). Similarly, some specialists expressed that many families are 'just busy doing family things, caring for their young children and, [for] whatever reason, don't feel able to find the time' (Fiona) to fit in psychosocial appointments. This may mean that psychosocial difficulties are not picked up early enough to prevent them manifesting into more serious problems which are 'always more difficult to help and treat' (Olivia). In addition, the majority of specialists purported that the 'less psychologically minded' (Stephanie) patients are difficult to engage with therapy, and often lack insight into their own psychosocial difficulties, which can influence 'whether someone wants to work with you in a psychological way and try to adjust' (Susan).
The majority of interviewees felt that access to psychosocial support was restricted because other health professionals were unaware of what was available. For example, one spoke of a patient who 'initially talked to a member of staff about his concerns and they told him, actually, there was no service' (Fiona). This suggests a need to raise awareness among the wider multidisciplinary team of the availability of accessible psychosocial support; information 'needs to be a bit more explicit' (Fiona).
Few studies have investigated staff perceptions of psychology services within the NHS. However, a National Burn Care Group Report 39 suggested that, although psychosocial specialists were perceived as playing a crucial role in supporting both patients and staff members, raising their profile within the wider team was a key priority. Ten years after this report was published, it is apparent that raising the profile of psychosocial specialists within the wider burn team continues to be a priority. These findings highlight the importance of ensuring that the wider multidisciplinary burns team are aware of the psychosocial support available within their unit, and the procedure for signposting patients to this support.
Future qualitative and quantitative research into this area could provide an invaluable insight into current perceptions of psychosocial support in burn care and, if justified, inform strategies to increase patients' and health professionals' understanding of a psychosocial specialist's role within burn care and, ultimately, help to better integrate psychosocial support into routine care. However, it is important to note that increasing awareness of the role of psychosocial specialists in burn care is likely to increase the demand for specialist support which, as identified in a previous theme, is already unable to meet the needs of all patients. Therefore, ways of meeting these increased demands is something which also needs to be given serious consideration.
Difficulties identifying patient needs and treatment progress
Interviewees also talked about how they identified the psychosocial support needs of patients and their families. Many reported that current burn-specific outcome measures are too focused on the wound itself, meaning that it is hard to capture 'the breadth of the difficulties' (Susan) experienced following a burn. Specialists expressed the importance of both quality of life (psychosocial) and physical, wound-specific factors when examining patient adjustment: 'you're going to miss out the key thing, which is… in a sense the important thing in terms of coping' (John). Additionally, they felt that it was important to uncover 'any preexisting difficulties that might have been around so whether they're already experiencing mental health problems or if there's been any bereavements' (Lily).
Moreover, a number of specialists expressed difficulties finding 'one questionnaire that captures all difficulties that's not too long' (Stephanie) for 'quite a diverse population' (Susan). Most did not use psychometric assessments or preferred to use their own 'existing sort of pack of questionnaires' (Fiona) in order to measure broader aspects of a burn injury, but they commented that patients 'don't like filling in a lot of the standardised (generic) psychometrics for the reason that they don't feel they're relevant enough for them' (Stephanie).
A few specialists reported that the time constraints, outlined above, led staff who are not trained psychosocial specialists to screen patients and make referrals. For example: 'at the point of submission the nurses screen for psychological vulnerability' (Olivia). The lack of appropriate burn-specific outcome measures means that referral is often 'dependent on the staff referring and is based on their own assessment or their own experience of patients' (Fiona). Therefore, those who need psychosocial support may not always be picked up and referred on. For example, 'nurses see them and treat the wounds and the scars, they maybe haven't picked up on particular psychological distress' (Stephanie).
This supports previous research which has found that, although many outcome measures are used within burn care, very few measure all aspects of burn injuries. 13, [40] [41] [42] Furthermore, asking patients to complete numerous individual measures is impractical and can increase patient burden. 42 The UK National Burn Care Review 28 recommended the development of burn-specific PROMs to enable health professionals to assess patient needs, and measure physical and psychosocial change as a result of treatment. 40 Using tried and tested PROMs to screen for psychosocial need, rather than relying on the judgement of non-specialist staff, could reduce instances where patients are not referred for support because signs of difficulty have been overlooked and increase the likelihood they will be offered the support they need. Using PROMs will also ensure consistent measurement of psychosocial adjustment between burn services and reliably demonstrate treatment outcomes.
Positively, a number of burn-specific PROMs, to assess age-specific physical and psychosocial wellbeing following a burn injury, are currently being developed. For example, the Brisbane Burn Scar Impact Profile (BBSIP) has been developed in Australia 43 and the CARe Burn Scales (www.careburnscales.org.uk) have been developed in collaboration with UK burn patients. As well as identifying those who may benefit from further psychosocial support, these measures allow health professionals to track therapeutic progress and will be less burdensome for patients than an amalgamation of generic outcome measures. New ways of administering and scoring PROMs using electronic devices 44 may reduce the demands on staff and hospital resources so that patients' outcomes can be assessed and monitored more easily.
Therapy-related experiences and challenges
This theme related to clinicians' experiences when providing therapy for individuals who have had a burn injury. Three sub-themes were identified.
Sociocultural and familial context influences engagement with support
Several participants described a number of sociocultural issues which they believed could influence patients' engagement with therapy and adjustment to their burn. First, parents' beliefs about beauty were thought to influence a child's ability to accept and adjust to any appearance changes. For example, one specialist recounted a case where 'the child had to lose her leg from the burn and they would've preferred her to die because they said "she'll never be able to get married"' (Carol). In such a situation, Carol explained that 'you have to keep working with them [child] 'til they're adult enough to have their own view' and help them understand that 'images aren't everything and a scar makes you unique or individual'.
The burns and wider visible difference literature 45, 46 echoes these findings, indicating the importance and influence of core beliefs about appearance-altering conditions; for example, that scarring is a punishment from God or will prevent an individual from leading a successful life. 46 This highlights the importance of identifying patients' own beliefs (and those of their parents, when working with children and young people) to ensure that these are incorporated into therapy to increase the likelihood of the best psychosocial outcomes. 45, 46 In addition to this, several specialists reported language barriers making it difficult to engage patients in therapy and outcome assessment: 'obstacles of language is a very big one -we have a lot of people who don't speak English -it's a huge obstacle and we have an interpreting service, but it's very expensive so we're encouraged to use it as little as possible. But we do still use it, either on the phone, which is not great, or having someone come in, and we do that regularly but it's still not great' (Carol).
Given that the UK is a multi-cultural society with many non-English speakers, communication barriers are a prevalent issue within the NHS. 47 Although this issue has not been researched in relation to burn care, it is detailed within much nursing literature (e.g. Gerrish et al. 47 and Bischoff et al. 48 ). Additionally, a small number of studies 36, 49 have highlighted the difficulty for nonEnglish speaking patients to engage with psychosocial support. This may be especially problematic because many units are unable to use interpreter services due to their high cost. 48 Again, this suggests that the availability of resources may impede the provision of psychosocial support to people with burn injuries and their families. Subsequently, there is often a reliance on family members to translate information, 48 which can hinder engagement with services. Due to the cost of interpreter services, alternative provisions to accommodate non-English speaking patients should be investigated in order to ensure that these patients are able to access appropriate support following a burn injury.
Difficulties providing support for patients with preexisting mental health conditions
Participants also spoke of a high prevalence of pre-existing mental health problems: 'we have a lot of mental health patients' (Carol). Many commented on the complexity of burn patients, often 'coming from fairly chaotic backgrounds and life circumstances and I think that can make it harder for some people to engage in therapy' (Susan).
Interviewees also felt that 'the additional mental health problems on top [of burns-related issues], so things like psychosis, personality disorders, chronic depression' (Susan), which are commonly associated with the cause of their burn injury, mean their psychosocial needs differ from the rest of the burns population, and they may therefore be best suited to 'more of a psychiatric pathway' (Susan). However, participants also reported difficulties gaining support from patients' local mental health services: 'they're usually far away, we don't usually manage to get them to come except a local person maybe for an assessment or something' (Carol). This, again, illustrates barriers to support which may be caused by the distance between patients' homes and their nearest burn service.
The prevalence of pre-existing mental health difficulties is well documented in previous resea rch, 6, 8, 17, 18, 50, 51 and evidence suggests that premorbid mental health conditions (e.g. depression, schizophrenia and generalised anxiety disorder) 51 are related to greater burn total body surface area (TBSA) 51 and poorer psychosocial and general functioning at three months following initial injury. 50 Additionally, for these patients, cause of injury may be linked to symptoms of their pre-existing mental health condition(s) (e.g. due to confusion, carelessness, intoxication or self-harm). 50 For this reason, the complex psychiatric needs of these patients may be best treated within the mental health service. 33 However, participants in the current study reported it being difficult to involve patients' local mental health services in their care. In line with this, Tarrier et al. 50 describe associated 'placement problems', whereby there is no optimum place for burn patients with pre-morbid psychiatric problems to receive treatment. Consequently, because their needs are not fully met, they may remain in hospital for a prolonged period of time. 50 This illustrates the need for specific treatment pathways for patients with preexisting mental health difficulties.
Individual differences impact the most appropriate time to receive support
The point at which patients feel comfortable accepting psychosocial support, or whether they are ready to engage with it, was said to differ greatly between individuals. Therefore, unless a patient is regularly followed up and assessed by the burns service over their lifespan, there is a risk that these concerns may be missed. In addition, individuals may not know that they can, or not feel able to, contact their burn service if they are struggling at a later date.
Consistent with these findings, the National Burn Care Review 28 stipulates that long-term psychosocial care should be available to patients, especially in the case of children, who should be assessed throughout their development into adulthood. However, patients may find it difficult to re-engage with their burn service after they have stopped receiving treatment, 2 and those who were initially treated in a paediatric service, and later encounter new concerns during adulthood, may struggle to transition to a completely different service or may be unaware that support is available to them.
Although follow-up is not standardised in UK burn care, the BBA recommends core outcome measures be administered every six months from the point of wound healing and, while the patient remains under care, annually from the point of discharge from the scar management service. 52 Collecting regular, long-term outcome data from patients will enable health professionals to identify changes in patient needs over time and offer support when it may be beneficial.
The UK's Northern Burn Care Network has developed a website for young people in the North of England (www.hello-again.co.uk), offering information about transitioning to adult services, links to relevant information and support, and personal stories from young people who have previously made this transition. Online materials, such as these, may help to inform individuals about where they can gain support after leaving the paediatric service and give them confidence to access it. Detailed guidelines from the National Institute for Clinical Excellence (NICE) 53 cover the transition pathway from child to adult health or social care services. Employing clear guidelines in UK burn care may enable patients to benefit from follow-up care for a duration which suits their individual needs.
Conclusion
This qualitative study has given an insight into psychosocial specialists' experiences of providing support within UK burn care services. It identifies a number of inter-related challenges, many of which point towards under-resourcing, a reliance on the judgement of staff who have not received specialist psychosocial training and difficulty accessing local burn-specific psychosocial support after discharge from hospital. Patients and other staff were thought to not always be aware of the psychosocial support that was available and to prioritise medical over psychosocial outpatient appointments. Other factors, including language barriers and pre-existing mental health conditions, were also thought to make it difficult for some patients to engage with therapy or support. Finally, interviewees described how individual differences regarding the time at which patients were amenable to psychosocial support meant that some found it difficult to re-engage with the service when they could benefit from it.
These results may usefully guide the future support available to burn patients in the UK and beyond. For instance, increased investment in psychosocial specialists could mean that the needs of a greater number of burn patients are identified and appropriate psychosocial support is available. There may also be potential benefits of establishing efficient, cost-effective means of assessing patient needs, for example by using online burnspecific PROMs. Greater use of online psychosocial interventions may be an option for increasing access to timely support for individuals who, for any reason, find it difficult to access face-to-face services at their burn service, or re-engage with the service following discharge. Finally, establishing specific treatment pathways for individuals with pre-existing mental health problems may allow them to receive the most appropriate support and reduce their time in hospital.
Although this study relies on a relatively small sample, the participants were from a range of services across the UK and had experience working with a mixture of patient groups. Additionally, the sample size is deemed appropriate for an indepth, exploratory qualitative interview study. 54 Moreover, it provides insight into an important and understudied area; namely, the experiences of specialists looking to provide psychosocial care in UK burn services. Future service developments and research should examine the issues raised in detail and consider ways to overcome these barriers so that patients receive the psychosocial support they need after a burn injury.
